UNHQ BENEFITS PLANS COMPARISON CHART


	IN NETWORK
	OUT OF NETWORK

	Benefits
	HIP Health Plan of New York (in-network only)
	AETNA
	Blue Cross Blue Shield
	AETNA
	Blue Cross Blue Shield

	Annual deductible
	$0.00
	$0.00
	$0.00
	$125/$375
	$150/450

	Co-insurance
	0%
	0%
	0%
	20%
	20%

	Annual out-of-pocket maximum
	N/a
	n/a
	$0.00
	$1,000/$3,000
	$1,150/$2,950

	Annual Maximum
	N/a
	n/a
	n/a
	Unlimited
	Unlimited

	Lifetime Maximum
	Unlimited
	Unlimited benefits
	Unlimited benefits
	Unlimited benefits
	Unlimited benefts

	Claim Submission
	Provider Files Claims
	Provider Files Claims
	Provider Files Claims
	You file claim
	You file claim

	HOSPITAL BENEFITS

	In Patient
	$0.00
(Physicians pre-certify)
	$0.00
(Mandatory pre-registration)
	$0.00
(Except behavioural health.  Must pre-certify or be penalized)
	$0.00
	20% after deductible in the U.S.

0% out of the U.S

	
	Unlimited days-semiprivate room and board; Hospital provided services; Routine nursing care
	
	

	Out-patient
	$0.00
	$0.00
	$0.00
	$0.00
	20% in the US

0% out of U.S.

	
	Surgery and ambulatory surgery; Pre-surgical testing; chemotherapy & radiation therapy; Mammography/cervical cancer screening
	
	

	Emergency Room  (initial visit)
	$0.00
Accidental injury; Sudden and serious medical condition
	$0.00
After $35 copay (waived if admitted within 24 hours)
	$0.00 after $35 copay (copay waived if admitted)
	$0.00
After $35 copay (copay waived if admitted)
	$0.00
After $35 copay (copay waived if admitted)

	Emergency Room Visit (For non-emergency care)
	$0.00
Urgent care covered in the US
	20%
	Not covered
	20% after deductible
	Not covered

	OTHER FACILITY BENEFITS

	Home Health Care
	$0.00
Up to 200 visits per calendar year

Home Infusion Therapy
	$0.00
Up to 200 visits per calendar year

(must be medically necessary and prescribed by doctor. (Pre-certification strongly recommended)
	$0.00
Up to 200 visits per calendar year


	$0.00
Up to 200 visits per calendar year

(must be medically necessary and prescribed by doctor. Pre-certification strongly recommended)
	20% in U.S.

(deductible does not apply)

$0.00 out of U.S.



	Out patient Kidney Dialysis
	$0.00
Home, hospital-based or free standing facility treatment
	
	$0.00
	20% after deductible
	20% after deductible

	Skilled nursing facility
	$0.00
Unlimited days
	$0.00
(up to 365 visits a year for restorative care)(must be medically necessary)
	$0.00
Up to 120 days per calendar year
	$0.00
(up to 365 visits a year for restorative care) (must be medically necessary)
	20% after deductible outside the US. In-net-work only within the US. Up to 120 days per calendar year

	Private Duty Nursing
	$0.00
In hospital or as prescribed by physician
	$0.00
($10,000 like maximum) In-home only (Yearly limits of $5,000 and 70 shifts)
	Not covered
	$0.00
 ($10,000 life maximum) In-home only (yearly limits of $5000 and 70 shifts)
	Not covered

	Hospice
	$0.00
up to 210 days per lifetime plus 5 days bereavement counselling
	$0.00
(210 days plus 5 days bereavement counselling)
	$0.00
(up to 210 days a lifetime)
	$0.00
(210 days plus 5 days bereavement counseling)
	In-network only

	PREVENTIVE CARE BENEFITS

	Routine Physicals and Immunization
	$0.00
	$10 copay

Age 19 to 64: 1 routine exam/24 months

Age 65+: 1 routine exam/12 months
	$10 co pay
	20% after deductible
	20% after deductible

	Diagnostic Screening Tests
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	Prostate Specific Antigen Test
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	Well-woman Care
	$0.00 no referral needed
	$10 copay
	$10 copay
	20% after deductible
	20% after deductible

	Routine Mammogram
	$0.00
	$0.00 (no age limit)
	$0.00
	20% after deductible
	20% after deductible

	Annual Urological exam by Urologist
	$0.00
	$0.00
	$10 copay
	20% after deductible
	20% after deductible

	Well-child Care & Immunizations
	$0.00
Newborn baby: in hosp exam at birth

Birth to 1 year of age: 6 visits

1 to 2 years of age:    3 visits

3 to 6 years of age:    4 visits

7 up to 19th birthday: 6 visits
	$0.00
Birth to 1 year of age: 7 visits/yr

1 to 2 years of age:    2 visits/year

3 to 6 years of age:    1 visit/year

7 up to 19th birthday: 1 per 24 months
	$0.00
Newborn baby: in-hosp exam at birth

Birth to 1 year of age: 7 visits

1 to 2 years of age:    3 visits

3 to 6 years of age:    4 visits

7 up to 19th birthday:  annual visits
	$0.00
Birth to 1 year of age: 7 visits/yr

1 to 2 years of age:    2 visits/year

3 to 6 years of age:    1 visit/year

7 up to 19th birthday: 1 per 24 months
	$0.00

 Newborn baby: in-hosp exam at birth

Birth to 1 year of age: 7 visits

1 to 2 years of age: 3 visits

3 to 6 years of age:  4 visits

7 up to 19th birthday:  annual visits

	Family planning
Office visits including tests & counselling
	$0.00
	$10 copay
	$10 copay
	20% after deductible
	20% after deductible

	Surgical sterilization
	$0.00
	$0.00
	$0.00
	20% (deductible waived)
	20% after deductible

	Infertility treatment
	$0.00
	
	
	
	

	Testing & counselling
	$0.00
	$10 copay
	$10 copay
	20% after deductible
	20% after deductible

	Artificial insemination only
	$0.00 (unlimited attempts)
	$0.00
	Not covered
	20% after deductible
	Not covered

	MEDICAL BENEFITS

	Office/Home visits
	$0.00
	$10 copay
	$10 copay
	20% after deductible
	20% after deductible

	Surgery
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	Anaesthesia
	$0.00
	$0.00 (if participating hospital)
	$0.00
	20% after deductible
	20% after deductible

	Physician in-hospital Serivces
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	Other in-hospital physician services
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	Maternity care
	$0.00
	$10 copay
	$0.00
	20% after deductible
	20% after deductible

	Diagnostic X-Rays
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	Lab Tests
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	Chemo/Radiation Therapy
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible

	MRI/MRA/SCANS
	$0.00
	20%
	$0.00
	20% after deductible
	20% after deductible

	Cardiac Rehabilitation
	$0.00
	20%
	$10 copay
	20% after deductible
	20% after deductible

	Second Surgical opinion
	$0.00
	$0.00
	$10 copay
	20% after deductible
	20% after deductible

	Allergy Testing &treatment
	$0.00
	$10 copay
	$10 copay
	20% after deductible
	20% after deductible

	Prosthetic, Orthotic &DME
	$0.00
	$0.00
	$0.00
	20% (deductible does not apply)
	In-network only

	Medical supplies
	$0.00
	$0.00
	$0.00
	20% after deductible
	$0.00 up to allowed amount

	PHYSICAL AND OTHER SKILLED THERAPIES

	Inpatient Physical Therapy Per calendar year
	$0.00
90 in-patient visits
	$0.00
	$0.00
60 in-patient visits
	20% after deductible
	20% after deductible

60 inpatient visits

	Outpatient Physical Therapy
	$0.00
90 in-patient visits
	$0.00
	$0.00
60 out-patient visits
	20% after deductible
	In-network only

	Occupational & Speech Therapy
	$0.00
90 in-patient visits & 90 out-patient visits
	$10 copay
	$10 copay

30 visits combined
	20% (deductible does not apply)
	Covered In-network only

	BEHAVIOURAL HEALTH CARE BENEFITS

	Inpatient Mental Health Care
	$0.00
Up to 90 in-patient days per calendar year
	$0.00
90 in-patient days per calendar year
	$0.00
90 in-patient days per calendar year
	$0.00 after deductible

90 in-patient days per calendar year
	20% after deductible

90 in-patient days per calendar year

	Outpatient Mental Health Care
	$0.00
Up to 60 out-patient visits in office or facility
	$0.00
(maximum 50 visits a year)
	$0.00
(maximum 60 visits a year)
	20% after deductible

(maximum 50 visits a year)
	20% after deductible

(60 visits a calendar year)

	Out-patient Alcohol & Substance Abuse
	$0.00Up to 60 out-patient visits which includes 20 family counsellings visits per calendar year
	$0.00
(maximum 60 visits a year)
	$0.00
(maximum 60 visits a year)
	20%
After deductible
(maximum 60 visits a year)
	20%

After deductible

(60 visits a calendar year)

	In-Patient Alcohol & Substance Abuse
	$0.00
Up to 7 das detox and 30 days rehab per calendar year
	$0.00
(two benefit periods of up to 60 days per lifetime)
	$0.00
7 days detox and 30 days rehab per calendar year
	$0.00 after deductible
(two benefit periods of up to 60 days per lifetime)
	20% after deductible
7 days detox and 30 days rehab per calendar year



	OTHER BENEFITS

	Acupuncture
	Discounted Rates Applies to Yoga and Massage, Gyms
	$10 copay

($1,000 annual maximum)
	$10 copay

($1,000 annual maximum)
	20% after deductible

($1,000 annual maximum)
	20% after deductible

($1,000 annual maximum)

	Chiropractic Care
	$0.00
No referral needed
	$10 copay

($1,000 annual maximum)
	$10 copay

($1,000 annual maximum)
	20% after deductible

($1,000 annual maximum)
	20% after deductible

($1,000 annual maximum)

	Hearing Exam
	$0.00
	$10 copay

Every 3 years
	$10 copay

Every 3 years
	20% after deductible

Every 3 years
	20% after deductible

Every 3 years

	Hearing Appliance
	Cochlear implants only
	$750 per ear ’once every 3 years
	Not covered
	$750 per ear once every 3 years
	Not covered

	Ambulance (up to allowed amount)
	$0.00
	$0.00
	$0.00 (up to allowed amount)
	$0.00
	$0.00 (up to allowed amount)

	Air ambulance
	$0.00
	$0.00
	$0.00
	$0.00
	$0.00

	Prescription Drugs – Pharmacy
	$5.00 for generic/brand
per 30 day supply
	15% copay up to $15.00

(for 30 day supply)
	15% copay up to $15.00

(for 30 day supply)
	40% after deductible (in U.S)

20% after deductible (outside U. S.)
	40% after deductible (in US)

20% after deductible (outside U. S.)

	Prescription Drugs –

Mail Order
	$2.50 for generic/brand

per 30 day supply
	$10.00 copay

(for 90 day supply)
	$10.00 copay

(for 90 day supply)
	$10.00 copay

(from participating mail order vendor)
	10.00 copay

(from participating mail order vendor)

	Vision Care
	
	Vision One Program
	Davis Vision
	Vision One Program
	

	Eye Exam
	$0.00
	$10 copyay per 12 month period
	$10 copyay per 12 month period
	20%
	$30 copay per 12 months

	Frames
	$45
	20% up to $100 per year
	$10 copay for basic frames
	20% up to $100 per year
	$30

	Lenses
	$45.00 (for frames & lenses from a select group every 24 months)
	20% up to $100 per year

Deductible does not apply
	
	20% up to $100 per year

Deductible does not apply
	Single Vision $25.00

Bifocal $35.00

Trifocal $45.00

Contact $75.00

	Optical Lenses
	
	Up to 65% discount at participating centres
	
	Up to 65% discount at participating centres
	

	Contact Lenses
	
	Up to 65% discount at participating centres
	
	Up to 65% discount at participating centres
	

	Non-plan eyewear

allowance
	
	
	$35 copay
	
	

	HIV Blood tests
	$0.00
	$0.00
	$0.00
	20% after deductible
	20% after deductible
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